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PEWSScoringLegend:l 0 | 1 | 2 | 8 |

ek box N s s g e B NS 1 ® O
RESPIRATORY : | |

AIRWAY RESPIRATORY DISTRESS ADVENTITIOUS SOUNDS Chest tube 0 N/A : ! Initals:
Time Problem/Focus Nurses Notes
O Clear O Maintains own ONone O Mild O Clear to bases O Pigtail [ Blake drain ; 3
O Unable to maintain O Moderate [ Severe Crackles [ Fine [ Coarse ‘S) ORULORML ORLL : 1 Time:
I"]VORK OF BREATHING CHEST MOVEMENT O RUL OORML OIRLL A O LUL O LLL OlMediastinal | | | ‘ Respiratory 40 “
Respirations even/unlabored O Symmetrical OLL OLLL O Throughout ™ [ Suction cmHO || Rate 30 30
L1 Stridor ] Grunting O Asymmetrical Wheezes [1 Inspiratory (1 Expiratory ] [0 Underwater seal O Bulb {4 minutel 20 20
[ Referred upper airway sounds Y =z . Resn: 10 10
. ORUL ORML ORLL é Drainage ! ! esp: @
[ Nasal flaring [ Tracheal tug AIR ENTRY ‘ ! |
O Head bobbing O Tripod O Equal to bases OwL OLwL O Throughout E O Sangumou.s [ Serous > 02 Saturation (%)
0 Abdominal breathing Decreased to COUGH g O Serosanguinous S| supplemental Soraon
Indrawing ORUL ORML ORLL [ None [ Nasal congestion 5] [ Chylous [ Purulent S| concstion oo
O Intercostal [ Subcostal OLwuL O O Non-Productive [ Productive Air leak [ Yes [J No § Delivered g o 505
O Substernal [ Suprasternal O Throughout CONN CINN || x Mode of Delivery
: None
CARDIOVASCULAR ! ‘ Respiratory Mild
CENTRAL COLOUR CAP REFILLTIME HYDRATION APICAL PULSE [ Regular [ Irregular RESPONSE j j Distress ~ Moderate
. . Central seconds Mucous membranes OMurmuerOd ! : Severe
L Baseline for patient Peripheral seconds [ Moist OD L Alert ‘ . ‘ . B
O Pink O pale P - . ols Y . PULSES W/hen gssessed, indicate normal | | oy Right O Verbal ‘ ! :
O Flushed 01 G PERIPHERAL Skin turgor [ Elastic 1 Poor with v or NN for variances O Painful ; ; HeartRate 1 minute) 150 150
ushed rey Skin O Dry O Diaphoretic Carotid O . ! gy 140 140
O Cyanotic 0 Mottled TEMPERATURE Fontanelles] N/A Axillary Unresponsive | : Diastolic:n 130 130
PERIPHERAL COLOUR D Warm to extremities D Closed D Soft/flat Central Brachial TONE b(lgo";::es;“’:;) ﬁg ﬁg
[ Baseline for patient 0 Upper O Lower O Depressed 01 Full L Bulging Eer;olral I Normal _ Normal Parameters: 109 o
O Pink I Pale [ Cool to extremities periphera D?) r'saa - E Eypertomc Soicimi o
EDEMA N e ypOtoniC H iastolic (mmHg): 80 80
E EIUShed. EII E/Ireyl q [ Upper [ Lower Central edema [ Yes [ No Posterior tibial : ! f;‘: ° ts|7 -(80 M g0 70
yanotic ottle Peripheral edema 0 Yes C0No [ See neurovascular assessment [ NN CONN | . ! . a \Apexc e Zg Zg
2 | Ifheart rate is critical -
o PEWS score of 3
:E screen for sepsisy MAP
I Clear UMBILICUS [ N/A DRAIN 1 N/A Mobility = —
O Location O Clean O Dry OLlocation Sensory Perception (8] Ca}:;eilfllnry 3 ceconds
O Bruising O Jaundiced PHOTOTHERAPY [IN/A O Type f6] Friction & Shear 1 | Tme fsos
I Petechiae 1 Rash Type Irradiance Drainage z N.utrition . . ‘ ‘ ——
MUCOUS MEMBRANES DRESSINGS [ N/A [J None O Fresh 2 Tissue Perfusion & Oxygenation : : skin pale
O Pink O Intact Site O Sanguinous O Serous % Number of Medical Devices ! ! Colour  Grey/Cyanotic
O Drooling LI Lesions O Dry and intact [ Serosanguinous [ Purulent [ Repositionability/Skin protection ; . . Pmsmmfofzjo:‘s’z‘u':’r
O Stomatitis/mucositis grade [J Vacuum-assisted closure (VAC) at ___mm Hg [0 NN [ Total Score: ! (record mPIt/A mf*i’
[ aying/Appropriate
GASTROINTESTINAL GENITOURINARY NUTRITION [ MENTAL HEALTH e I 5 s
ABDOMEN URINARY CONPOO Oraladlib OMealplan_ || CINA | 3 g oo
O Flat O Rounded ELIMINATION [ Breast/chest feeding [I Bottle I Nipple Type | | O Review Mental Health Act Forms 8 | Reduced response to pain
O Distended O Shiny [ Self-voiding O Diabetes record I Rate your mood ! ! e e
D Surgical S'ite _— D Diapel’ Size P TUBE FEEDING D N/A : : Persistent vomiting following surgery|
O Ostomysite | | [ Catheter size O Continuous [ Bolus [ Intermittent q h | | RISKS | ‘ Bronchodiator every 20 minutes
[ Ostomy assessrqept O Intermittent GASTRIC TUBE LI N/A [ Altered seIf-(;are [ Aggression .. Total PEWS Score o 19
D Nausea D V0m|t|ng D Continuous D Location D Length S Elopen:lent, RISk Patient/Family/Caregiver concern
Bowel sounds URINE O Type [ Verified pH Hallucinations S8 Unusual therapy
- R )
O Present L] Absent | | [ clear CCloudy [ Straight drainage [ Clamped [ Open O Substance intoxication/ § gg Watcher patient
LI Hyperactive O Dilute O Concentrated | | Suction O Continuous 1 Intermittent withdrawal H2"| communiction breakdonn
O Hypoactive O Burning I Urgency O Level mmHg OONN | | O Suicidal ideation, no plan PEWS Score 22
Hematuria E] x
DRQ OLLQ I Slight GEIAITdD N/dA [ Alarms on/reviewed [J Homicidal ideation % A-ila ;‘2 ;“9’
. . a [¢) - Recta
Palpation EII é‘l’ggn?rm I Moderate O 'Sr;eaegsn o s gy | |53 IDbend O Allrgy band | | MENTAL HEALTH PLAN £ O »
Tenderness I Marked ClBedrest O | | Bedside safety check || I Screening tools completed héﬁ‘f&%;’éﬁ?ﬁi%f 'f?ér”fe?;fs 22 Z
Pain REPRODUCTIVE DEVICES [IN/A [ Plan of care updated based on identified risks T —
BOWELS OONA [ Wheelchair CJ Cast | |3 Falls risk assessment O §a'ft?tz/35k mitigation plan Print Name Signatures Initials Print Name Signatures Initials
[ Last BM [ Menses at present O Crutches O Sphnt D Famlly education Initiate . ‘ : . Score 2 Review with more experienced Increase frequency scorea  Notify MRP/delegate. Consider Immediat by MRP/delegate or
O See stool chart OLmp [ Traction [ Brace | |0 Discharge planning L] Observation level RO ... Ccmen O o e cosuition o CISSESTENS angiorscare g RO M S S P egte 6 cammneste s ponor
D Flatus D 0-1 as per orders and Situational required or resources do not as per plan from by 2 after of care. Increase assessments. inany one ' care. Increase nursing care with increasing
D NN D NN D - D NN D D NN D NN routine protocols.  Awareness  allow. Continue to monitor G e interventions  REAssess adequacy of resources category interventions as per plan. Consider internal
Factors  as per orders/protocols. . and escalate to meet deficits. or external transfer to higher level of care.
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CHILD

Patient identification

HEALTHec 24 Hour Flowsheet
Date: 7 - 11 YEARS

Initials

Time

P Size Right

g Left

II_ stﬂsk . Reaction Right|

S ¢ fed Left

Spinal

Spontaneous 4

To speech 3

E
Y
E To pain 2

C = Closed None 1

v Coos/Oriented 5

E Irritable cry/Confused 4

R
B Cries to pain/Inappropriate 3

‘L\ Moans to pain/Incomprehensible 2

None 1

Normal spontaneous/Obeys 6

m Withdraws to touch/Localized 5

?_ Withdraws to pain/Withdraws 4

g Abnormal flexion 3

Abnormal extension 2

Flaccid 1

TOTAL SCORE GCS

Muscle Right Arm

Strength
Refer to rating

Left Arm

scale below Right Leg

Rate 0 - 5 Left Leg

Colour, Warmth, Right Arm

& Sensation
Left Arm

of Extremities
Right Leg

+/ = Normal
Notes Left Leg

NN = Nurse's
Bladder = Normal
Function NN = Nurse's Notes

Initials

Time

Care

Pain  Tool: __
(4h &

Pain Score

PRN) Location of pain

Arousal Score

Regular Sepsis Screen

Checks

Screen for sepsis if PEWS score increases by 2, or temperature i

s > 38°Cor<

36.0°C, or critical heart rate. (Indicate with a v/

and document findings and actions in Nurses’ Notes.)

Enteral / Gastric tube

IV Site to Source

(touch, look, and compare q1h)

Patient Safety Check q1h

PRAM Score

(asthma patients only)

Phototherapy / Eye shields

Incubator Temperature

Repositioning q h

Routine Ambulation

Nursing

Care Foley care / Pericare

Shower (S) / Bath (B)

Mouth care

Oximeter site probe change g4h

Family presence

PUPIL SIZE (mm)

MUSCLE STRENGTH GRADING SYSTEM

LEVEL OF AROUSAL SCORE

.
1

00000
2 3 4 5 6 7 8

0/5

No movement

3/5

Movement overcoming gravity,
but not against resistance

1

2

3

4

5

1/5

Trace movement

4/5

Movement overcoming gravity
and some resistance

2/5

Movement only
(not against gravity)

5/5

Normal strength against
resistance

Awake

and alert,

oriented

Normal
sleep, easy
to arouse
to verbal
stimulation

Difficult

to arouse
to verbal
stimulation

Responds
only to
physical
stimulation

Does not
respond

to verbal or
physical
stimulation
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Date:
Date: 7 - 11 YEARS - — 7 - 11 YEARS
Time Initials
Check boxes |Z[ to indicate assessment findings. _
Calculated Maintenance Fluids mL/hr RESPIRATORY Check box NN to see Nurses” Notes. PRECAUTIONS
Initials
Time AIRWAY RESPIRATORY DISTRESS ADVENTITIOUS SOUNDS Chest tube OIN/A
O Clear O Maintains own ONone O Mild O Clear to bases O Pigtail [ Blake drain
[J Unable to maintain [0 Moderate [ Severe Crackles [ Fine [ Coarse LS) COORULORML OIRLL
WORK OF BREATHING CHEST MOVEMENT CJRUL O RML ORLL 4 O LUL O LLL ClMediastinal
E Efr?gg?%)rgri\ﬁ?n/ unlabored O Symmetrical Ol OLLL O Throughout o] [ Suction cmH,0
e O Asymmetrical Wheezes [ Inspiratory 1 Expiratory 4 O Underwater seal O Bulb
[ Referred upper airway sounds 0 O 0 =z -
[ Nasal flaring [ Tracheal tug AIR ENTRY . EL‘JJLL . ’E["LL o ’T‘H i ] Drainage
g O Head bobbing I Tripod O Equal to bases roughout - O Sangumou§ O Serous
K O Abdominal breathing Decreased to COUGH E O Serosanguinous
£ Indrawing ORUL ORML ORLL [ None [ Nasal congestion 6] [ Chylous [J Purulent
Intercosta Subcosta LUL LI LLL on-Productive roductive irlea es 0
O | OSub I O O [ Non-Productive [ Producti Airleak [ Yes OO N
O Substernal O Suprasternal O Throughout CINN CINN
CENTRAL COLOUR CAP REFILLTIME HYDRATION APICAL PULSE [ Regular [ Irregular RESPONSE
. . Central seconds Mucous membranes O Murmur O O
Cumulati L1 Baseline for patient Peripheral seconds [ Moist [ Dry 0 Alert
Sy i — PULSES Wh d, indicat ] - Verbal
TotallN E II:IISIs(he d EII (PS?‘fy PERIPHERAL Skin turgor [ Elastic [J Poor with v or NN forvariances | Left [Right O Painful
O Cyanotic O Mottled TEMPERATURE iz:ta':'ne‘ﬁgsg "3'/2’*‘”“” i 01 Unresponsive
PERIPHERAL COLOUR D Warm to extremities D Closed D Soft/flat Central Brachial TONE
, ) Femoral [ Normal
O Baseline for patient  _ 1 Upper Ll Lower o e 11 puil 01 Bulging Radial 1 Hvertoni
O Pink O Pale [ Cool to extremities EDEMA Peripheral | Dorsalis O stzr;oonr;lcc
O Flushed [ Grey 0 Upper LI Lower Central ed O Yes CIN Posterior tibial
[ Cyanotic [ Mottled entrat ecema — 13 °
= Y Peripheral edema [0 Yes C0No [ See neurovascular assessment [ NN ONN
[o1
)
© O Clear UMBILICUS I N/A DRAIN I N/A Mobility
O Location O Clean O Dry [ Location Sensory Perception
O Bruising [ Jaundiced PHOTOTHERAPY [1N/A L Type 5] Frction & Shear
O Petechiae I Rash Type Irradiance Drainage P Nutrition
Cumulative Total MUCOUS MEMBRANES DRESSINGS 1 N/A O None O Fresh 8] Tissue Perfusion & Oxygenation
out O Pink O Intact Site O Sanguinous [ Serous g Number of Medical Devices
ggéutgle g{%o’!‘ Score O Drooling [ Lesions O Dry and intact O Serosanguinous [ Purulent [l Repositionability/Skin protection
it abnormal) [ Stomatitis/mucositis grade [ Vacuum-assisted closure (VAC) at ___mm Hg I NN [l Total Score:
MRS | 13 hourbatance LRI |12 hour blance NUTRITION TVENTAL HEALTH E—
Urine Output mL/kg/hr Urine Output mL/kg/hr .
ABDOMEN URINARY ONPOOOraladlib OMealplan— [|ONA
INTRAVENOUS INITIATION ] Other line present O Flat O Rounded ELIMINATION O Breast/chest feeding [J Bottle CI Nipple Type | | [ Review Mental Health Act Forms
Time Insertion site Catheter size # of attempts Signature 24 hour balance E Ebsfgﬁzglegteu Shiny g SDeI;fF;:?:IjZIQg EjglEatI;EtEes;:l(grch N/A O Rate your mood
_ O Ostomysite_______ | | O Catheter size O Continuous O Bolus O Intermittent q h | | RISKS )
Previous 24 hour balance [J Ostomy assessment O Intermittent GASTRIC TUBE ] N/A L] Altered self-care L1 Aggression
L1 Nausea LI Vomiting O Continuous O Location O Length L] Elopement Risk
Bowel sounds URINE O Type O Verified pH O Hallucinations
OTHER MEASUREMENTS ADMISSION WEIGHT kg [ Present I:I Absent | | [ Clear CICloudy O Straight drainage I Clamped 1 Open O qustance intoxication/
Time For example: height, abdominal girth, head circumference, peakflows PREVIOUS 24 HOUR WEIGHT ke O Hyperactlve O Dilute CdConcentrated | | Suction O Continuous [ Intermittent withdrawal
O Hypoactive O Burnine O Ureenc O Level mmHg CINN | [ O Suicidal ideation, no plan
TODAY’S WEIGHT kg Location g gency e e .
O O Suicidal ideation, with plan
hnreased reuency | OTEGTICTETT-— [ENIIEES—
O RrRuQ OO LUQ 1 Hematuria [ Self harm
ORQ DLQ O Slight GDAlT LI N/A O Alarms on/reviewed O Homicidal ideation
Palpation E'l é"j;'ij'fm I Moderate O 's';gggindg,“f,mtea gy | |5 1D band O Allergy band | | MENTAL HEALTH PLAN
BM Bowel Movement LLL Lower left lobe mmHG | Millimeters of mercury RUL Eg:t upper \obed t Tenderness g I Marked O Bedrest O D Bedside safety check D Screening tools completed
°C Degrees Celsius LLQ Lower left quadrant N/A Not applicable RUQ ight upper quadran . . cpe .
cm Centimeter(s) LMP Last menstrual period NN Nurses' notes PRAM | Pediatric Respiratory Assessment Measure Pain REPRODUCTIVE DEVICES D N/A g PITIn (?flfare updated D g:::td ;ng;?;lf::?oﬂSklsan
hr Hour LUL Left upper lobe NPO Nothing by mouth q___h |Every__hour BOWELS DN/A D Wheelchair D Cast Fa S'rIS assesstnenti initiaZed & P
H20 | Water LUQ | Left upper quadrant # Number RLL Right lower lobe O Last BM CJ Menses at present O Crutches [ Splint [ Family education O Observation level
v Intravenous MAP | Mean arterial pressure 02 Oxygen RLQ Right lower quadrant [ See stool chart Owmp___ O Traction O Brace O Discharge p|anning
Kg Kilograms mL Millilitres pH Potential of hydrogren RML Right middle O Flatus NN CONN O OO NN O CONN O OONN
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